Purpose of the Study: The purpose of this study is to expand knowledge of care options for aging populations cross-nationally by examining key individual-level and nation-level predictors of European middle-aged and older adults' preferences for care. Design and Methods: Drawing on data from the Survey of Health, Ageing and Retirement in Europe and the Organisation for Economic Co-operation and Development, we analyze old age care preferences of a sample of 6,469 adults aged 50 and older with chronic disease in 14 nations. Using multilevel modeling, we analyze associations between individual-level health care needs and nation-level health care infrastructure and preference for family-based (vs. state-based) personal care. Results: We find that middle-aged and older adults with chronic disease whose health limits their ability to perform paid work, who did not receive personal care from informal sources, and who live in nations with generous long-term care funding are less likely to prefer family-based care and more likely to prefer state-based care. Implications: We discuss these findings in light of financial risks in later life and the future role of specialized health support programs, such as long-term care.
Family-Based Versus State-Based Old Age Support Cross-Nationally Although private old age care options have recently increased in popularity, family-based and state-based care are the most common forms of support cross-nationally. These broad, generalized classifications of care refer to the entity that is primarily responsible for the coordination of care, which may include providing care, paying for care, and/or overseeing and managing care. Although family-based care was historically the dominant form of support for aging populations cross-nationally, the development of strong welfare states and health care infrastructures throughout the 20th century created new state-based options (Aboderin, 2004) . Although family-based care remains popular cross-nationally, the type of social interactions that are desired by older adults and the specific type of support that kin provide (e.g., primary care provider, financial provider) vary within and across nations (Glaser, Tomassini, & Grundy, 2004; Kohli, Hank, & Künemund, 2009; Mair, 2013a) . Further, state-based care options are relatively common in Europe but vary in scope, organization, and quality by nation. For example, Sweden and the Netherlands have strong state-funded health care infrastructures, but the Swiss distribute services locally (Davey, Malmberg, & Sundström, 2013) while the Dutch rely on a combination of national pensions and voluntary private savings (Smits, van den Beld, Aartsen, & Schroots, 2013) . The Czech Republic has relatively low health care infrastructure expenditures for an EU nation and provides limited long-term care support (Andel, 2014) . In contrast, Spain has one of the lowest funded state-based health infrastructures in Europe, yet boasted relatively high-quality state-based care for aging populations prior to the Global Recession (Serrano, Latorre, & Gatz, 2014) . Further, some nations may possess high support for both family-and state-based care (Daatland & Herlofson, 2003) . These two forms of care may complement one another (Hasenfeld & Rafferty, 1989; Motel-Klingebiel, Tesch-Roemer, & von Kondratowitz, 2005) , particularly when older adults utilize both forms of support simultaneously or utilize one form of support and transition to another as care needs progress.
Although these general categories of family-and statebased care simplify the complex roles that kin and governments play in old age care cross-nationally, survey items that require respondents to choose between these two broad preferences yield fascinating results that deserve further investigation. For instance, national preference for family-based versus state-based care may contextualize health outcomes through a process of matching expectations to reality. In nations with low aggregate support for family-based care (and high support for state-based care), coresidence with adult children is associated with poorer health outcomes (Mair 2013b) , potentially due to involuntary coresidence due to health care needs. Therefore, although public opinion on more detailed aspects of caregiver roles and state funding allocations is no doubt informative, knowledge of generalized preferences for family-based versus state-based care may be the first step to understanding contextualized forms of care cross-nationally and will warrant more detailed crossnational surveys of specific care preferences in the future.
Conceptual Framework for Older Adults With Chronic Disease in Europe
We conceptualize preference for family-based versus statebased care as shaped by social structure at multiple levels. Although public opinion regarding care preferences likely shapes a nation's public policy formation, individuals are also likely to evaluate existing national policies about old age support (or lack thereof) when forming preferences, particularly as they age and accumulate health care needs. Previous research on public opinion regarding welfare state policies suggests that although individuals may prefer the types of policies already present in their nation, disadvantaged or vulnerable populations tend to favor more comprehensive welfare policies (Blekesaune, 2007; Kikuzawa, Olafsdottir, & Pescosolido, 2008; Lipsmeyer & Nordstrom, 2003) . At the individual level, health care needs, such as physical health status and financial costs resulting from health problems, impose structural limitations on individuals and may be particularly relevant in decision making about one's own personal care. Individuals who have greater health care needs are more likely to have evaluated their available and desired support options. Thus, individual and national contexts may combine to shape attitudes toward old age support cross-nationally. We focus on the perspectives of middle-aged and older adults with chronic disease in Europe and consider individual-and nation-level factors that are most relevant to this population.
Although public opinion toward family-based versus state-based care is an important topic to explore among individuals of all ages due to its potential influence on public policy (Burstein, 2003) , this topic is particularly salient in cross-national populations of middle-aged and older adults with chronic disease for three specific conceptual reasons. First, health care infrastructures, health care needs, and care preferences vary cross-nationally, yielding an ideal opportunity to examine competing individual and contextual influences. Second, those aged 50 and older are more immediately affected by old age care options compared with younger populations, and therefore, these individuals' perspectives deserve specific attention. Third, middle-aged and older adults with chronic disease are likely to need long-term care sooner than those currently chronic diseasefree. Consequently, middle-aged and older adults with chronic disease are a snapshot of the expanding aging population in Europe and offer new insight into understanding the care needs and preferences of an increasingly disabled, aging population.
Individual Health Care Needs
Individuals with greater health care needs possess a uniquely informed perspective on health care preferences. Health care needs include a range of factors, such as physical health problems, financial burden resulting from those health problems, and current care strategies. As health care needs increase, individuals are likely to reflect on their preferred care options. Further, they are also more likely to have personal experience with available health care options and be informed about the adequacy, desirability, and consequences of available care options. Previous research indicates that these types of contexts and experiences inform the development of individuals' care preferences over time (Heid et al., 2014 ). Yet, very little theoretical or empirical research explores predictors of preference formation across multiple nations. Individuals' health care needs may offer insight into this preference formation process.
Despite this gap in the literature, the few empirical studies focused on aging adults' preferences for various forms of support generally find that greater health care needs are associated with a decreased preference for informal care (e.g., family/friend) and increased preference for formal care (e.g., institutionalized/paid). Pinquart and Sörensen (2002) found that older adults in the United States and Germany tend to prefer formal care (home health care, assisted living, and nursing homes) compared with informal (friends and family) or a mix of care types for their long-term care needs. A similar pattern is noted by Wielink, Huijsman, and McDonnell (1997) in a sample of Dutch older adults who preferred more formalized types of support (e.g., institutionalized or paid home care) when asked about long-term personal care needs. A pattern of preference for formal care (e.g., paid at a formal facility) also emerged in Min's (2005) examination of Korean American older adults regarding dementia care, but the opposite pattern (i.e., preference for family care) emerged regarding care following a hip fracture. Wolff, Kasper, and Shore (2008) examine care preferences across three hypothetical care burden scenarios in a sample of older, disabled women in Baltimore. Although care preferences differed little in scenarios of activities of daily living compared with instrumental activities of daily living, scenarios involving dementia were associated with an extreme preference for formal care. Eckert, Morgan, and Swamy (2004) find the opposite pattern in a Maryland sample of men and women, where older adults with few health care needs expressed preferences for non-kin care. These findings are somewhat consistent with welfare state research that suggests individuals who are more socially vulnerable may act in self-interest by expressing stronger support for a range of state-based provisions (Blekesaune, 2007; Lipsmeyer & Nordstrom, 2003) . Yet, other studies find no discernable effect or opposite effects of health care needs on preferences and suggest that care preferences are largely dependent on the type of care that is historically dominant in that nation (Daatland & Herlofson, 2003; Kikuzawa et al., 2008) .
Therefore, when forced to choose between familyand state-based care, individuals with greater health care needs may be less likely to prefer family-based care, but this hypothesis has not been tested when comparing family-and state-based care and has not been examined across multiple countries with varying national models of health care.
National Health Care Infrastructure
Although individual health care needs capture localized demands for time and resources, preference for family-based versus state-based care is also nested within the context of national health care infrastructures. The relationship between citizen preference and a nation's public policy is potentially bidirectional or even circular. Not only does public opinion inform policy formation (Burstein, 2003) but care preferences are also likely shaped by historical and modern policies and practices that vary by "care regime" and welfare state regime (Bettio & Plantega, 2004; Daatland & Herlofson, 2003; Kikuzawa et al., 2008; Marcum & Treas, 2013) . Therefore, middle-aged and older adults in nations that invest in statebased health care may be more likely to prefer state-based care. Individuals in nations with weaker health care infrastructures may struggle with competing interests. State policies targeting those in poor health or the elderly people are regarded favorably by the public cross-nationally (Blekesaune & Quadagno, 2003; Marcum & Treas, 2013) , but individuals in nations with weak health care infrastructures may express stronger preference for family-based care due to a lack of available state-based options (Pinquart & Sörensen, 2002) .
Finally, individual health care needs and national health care infrastructure may combine in a joint effect. In other words, those with greater health care needs in nations with strong national health care infrastructures may be particularly unlikely to support family-based care (and particularly likely to support state-based). However, this hypothesis has yet to be tested.
Research Questions and Hypotheses
Despite previous research on patients ' We analyze data from the Wave 2 "drop-off" survey questionnaire, a mailback questionnaire left behind to a random subsample of respondents who had completed the core interviewer-led questionnaire and had not completed the Wave 1 "drop-off" questionnaire. The "drop-off" survey was first conducted for a random subsample of participants from 12 nations in Wave 1. The "drop-off" survey for Wave 2 was administered only to a subsample of respondents from the original 12 nations who did not receive the survey at Wave 1, and a subsample of respondents from Poland and Czech Republic (nations added in Wave 2) were administered the "drop-off" in Wave 2. Because of our use of care preferences as a dependent variable, we chose to not examine Wave 1 "drop-off" responses, although this limits our sample size significantly. One exception to this rule is Greece, for which only Wave 1 "drop-off" data are available. Therefore, results are interpreted with caution, and Greece is tested as an outlier in the final analyses. For conceptual reasons, we further restrict the sample to individuals with one or more chronic disease. Nation-level data are drawn from the Organisation for Economic Co-Operation and Development (OECD, 2000) . The OECD is an international organization that promotes policies to improve economic and social well-being crossnationally. As part of this mission, OECD publishes nationlevel aggregate longitudinal data on a range of economic, health, and social indicators. All nation-level measures used in the final analysis are drawn from OECD. The final analytic sample includes 6,469 middle-aged and older adults with chronic disease in 14 nations.
Measures

Dependent Variable
The dependent variable is at the individual level and assesses preferences for personal care in old age. The item asks, "In your opinion, who-the family or the state-should bear the responsibility for personal care for older persons who are in need such as nursing or help with bathing or dressing?" and response categories include "4 = totally family," "3 = mainly family," "2 = both," "1 = mainly state," and "0 = totally state." Because higher values indicate stronger support for a family-based model, we characterize this variable as preference for family-based care, noting that lower scores indicate higher support for state-based care.
Independent Variables
Individual level
At the individual level, we include seven measures of respondents' health care needs from SHARE. Specifically, we examine whether or not the respondent has poor self-rated health (1 = poor health, 0 = fair, good, very good, or excellent health), pays "entirely" or "mostly" for visits to a general practitioner, surgery, or for inpatient/outpatient rehabilitation (1 = yes, 0 = no), has one or more functional health limitations (1 = yes, 0 = no), has "any health problem or disability that limits the kind or amount of paid work you can do" (1 = yes, 0 = no), and takes two or more medications for a chronic condition (1 = yes, 0 = no). Finally, we include two measures that assess whether or not the respondent received care over the last year or since the last interview. Specifically, we examine whether or not the respondent "received informal personal care" (i.e., help with dressing, bathing/showering, eating, getting in or out of bed, or using the toilet from a family member, friend, or a neighbor, 1 = yes, 0 = no) and "received private care services" (i.e., a wide range of at-home, rehabilitative, prescription-related, aids, physician visits, etc., that he/she paid for his/herself "through a private insurance because you would have waited too long, or you could not get them as much as you needed in the National Health System," 1 = yes, 0 = no [An additional survey item asking about whether or not respondents received help from professional or paid nursing in their home for personal care is available in SHARE; however, due to an error in data collection, this question was not asked of all respondents in all nations and, therefore, could not be included in these analyses.]). These two care receipt items were asked of all respondents, regardless of his/her health status.
Nation level
At the nation level, we include four measures of national health care infrastructure from the OECD. Although this study uses cross-sectional data, we attempt to eliminate some sources of endogeneity by using nation-level predictors from the year 2000, six years prior to when care preferences were assessed at the individual level in SHARE. These measures include public health expenditures as a proportion of gross domestic product (GDP), disability and sickness expenditure as a proportion of GDP, long-term care expenditure as a proportion of GDP, and whether or not a nation has a universal long-term care (LTC) program (1 = yes, 0 = no). Categorical versions of these continuous measures were also constructed for bivariate analyses.
Covariates
At the individual level and using SHARE data, we adjust for whether or not the respondent has a child living in close proximity such as within the household or within 5 km (1 = yes, 0 = no [Sensitivity analyses tested separate measures for coresidence and geographic proximity but found that these variables behaved similarly in the models predicting preferences and, therefore, were combined for simplicity.]), is married or partnered (1 = yes, 0 = no), is currently employed (1 = yes, 0 = no), lives in a rural area (1 = yes, 0 = no), is foreign born (1 = yes, 0 = no), and if attended church or participated in another religious organization over the previous week (1 = yes, 0 = no). We also adjust for respondent's age in years and respondent's sex (1 = female, 0 = male).
Analysis
First, we conduct descriptive analyses of all variables (Table 1) . We also display correlations of all variables in the analysis (Table 2 ) and means of all variables by nation (Table 3) . Second, we examine bivariate relationships between individual-and nation-level predictors and the dependent variable. Specifically, we examine mean preference for family-based care for each indicator of individuallevel health care needs (Figure 1 ) and nation-level health care infrastructure (Figure 2 ). Third, we perform multilevel linear regression modeling to estimate the associations between individual-level and nation-level factors on preference for family-based care (Table 4) . Multilevel modeling is a preferred method for nested data structures, such as the sample analyzed here, which includes individuals nested within nations. This approach estimates variance at both the individual and nation level, which allows for more accurate estimation of coefficients and standard errors compared with ordinary least squares (OLS) regression (Raudenbush & Bryk, 2002) . We also test for cross-level interactions between statistically significant individuallevel health care needs predictors and nation-level health care infrastructure predictors. The individual-level model examines the direct effect of individuals' health care needs (Level 1) on preferences for family-based care (Level 1), whereas the nation-level model examines the direct effects of national health care infrastructure (Level 2) on preferences for family-based care (Level 1). Only 14 nations are included in this analysis, which limits degrees of freedom at Level 2. Further, because certain nation-level variables are highly correlated with one another, only one nation-level variable is included at a time. Therefore, this equation is a generalized model to represent one national health care infrastructure effect at a time. The nation-level and combined model display the test of a cross-level interaction between health care needs (Level 1) and national health care infrastructure (Level 2).
Specifically, Y ij models the predicted value of preference for family-based care as a function of γ 00 (the intercept, or mean, for individuals across all nations), γ 10 (the average effect of health care needs for the ith person in nation j), γ 01 (the average effect of national health care infrastructure in nation j on the intercept, or mean), γ 11 (the average effect of national health care infrastructure in nation j on the effect of health care needs for the ith person in nation j or on the slope of health care needs), and γ 20 (the average effect of individual covariates for the ith person in nation j). Finally, residual terms are present for each level of analysis and are denoted as r ij and u 0j . Random effects were estimated for health care need variables but were not included in the final model due to a lack of statistical significance.
Fourth, we perform sensitivity analyses and comparison of the results with and without outlier nations in order to assess the robustness of our findings (Van der Meer, Te Grotenhuis, & Pelzer, 2010; results available on request). Specifically, we adjusted for nation-and individual-level variables that do not necessarily fall within our specific conceptual framework but may be related to the predictors or dependent variables (e.g., national development, national modernized culture, national disabilities, individual activity level, and individual chronic disease). Further, we examined all of the final model results with and without outlier nations that score particularly high or low on key predictors or the dependent variable (e.g., Sweden, Denmark, the Netherlands, Belgium, Poland, and Czech Republic). In Results, we describe the extent to which our findings remain robust and consistent after these tests.
Results
Starting with pooled sample statistics (Table 1) , the majority of this sample of middle-aged and older adults with chronic disease does not have substantial health care needs. About 30% of the sample has poor self-rated health or pays out-of-pocket for health costs. Twenty-five percent of the sample has functional health limitations, and 34% feel that health limits their ability to perform paid work. Half of the sample takes two or more medications for a chronic condition. Eight percent of the sample received personal care assistance from a family member who lives in or outside of the household, a friend, or a neighbor, and 15% of the sample has utilized private care services.
In terms of covariates, the average respondent in the sample has children living within 5 km, is married or partnered, about 65 years of age, female, not employed, does not live in a rural area, is native born, and did not attend church or another religious organization in the past week. As a proportion of GDP, nations in this sample spent about less than 6% on public health expenditures (ranging from 4% to nearly 8%), about 2% on disability and sickness expenditures (ranging from about 1% to nearly 5%), and less than half a percent on long-term care expenditures (ranging from a fraction of a percent to as high as just under 3%) in 2000. Six nations in the sample have a universal long-term care program, meaning approximately 13% of the individuals in the sample live in a nation with a universal long-term care program.
Correlations of all variables (Table 2 ) reveal generally weak correlations among individual-level predictors although moderate associations and one strong association exist at the individual level. Having at least one functional limitation is moderately associated with taking two or more medications (R = .25, p < .001) and receiving informal personal care (R = .33, p < .001). Reporting that your health limits paid work is moderately associated with taking two or more mediations (R = .24, p < .001) and with receiving informal personal care (R = .20, p < .001). Moderate negative associations are also present between employment and functional limitations (R = −.22, p < .001), feeling health limits work (R = −.21, p < .001), and taking two or more medications (R = −.20, p < .001). Not surprisingly, a moderately strong negative association exists between employment and age (R = −.53, p < .001). At the nation level, there exist strong correlations between living in a nation with a universal long-term care system and disability and sickness 
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(10) expenditures (R = .72, p < .001) and, as to be expected, long-term care expenditures (R = .82, p < .001).
Comparing cross-nationally (Table 3) , Greece, Poland, and Czech Republic score highest on preference for family-based care, whereas Denmark, Sweden, and the Netherlands express the weakest support for family-based care (and hence, highest support for state-based care). Health care needs range in prevalence, with poor self-rated health being the most common in Germany and Austria (37%-41%), paying for health care costs out-of-pocket is most common in Sweden and Poland (58%-74%), and having one or more functional limitation is most common in Austria and Poland (27%-38%). There is also an exceptionally high rate of health limiting paid work in Poland (62%) compared with other nations. Taking two or more medications for chronic conditions is most common in Belgium, Poland, and Greece (57%-59%). At the nation level, Sweden, France, and Germany have the highest public health expenditures (Poland and Ireland the least), the Netherlands and Sweden the highest sickness and disability expenditures (Ireland and Greece the least), Sweden and Denmark the highest long-term care expenditures (Spain and Greece the least), and six of the nations in this sample have a universal long-term care program (Germany, Austria, Belgium, the Netherlands, Sweden, and Denmark).
Turning to the bivariate relationship between individuallevel health care needs and preference for family-based care (Figure 1 ), middle-aged and older adults with chronic disease who have greater health care needs also score slightly higher on average support for family-based care prior to adjusting for individual-level covariates and national characteristics. However, those who report that health limits paid work and who received private care services do not report stronger support for family-based care. At the nation level (Figure 2) , greater health care infrastructure is generally associated with weaker support for family-based care and stronger support for state-based care.
Multilevel linear regression models of individual-and nation-level predictors of preference for family-based care are presented in Table 4 . At the individual level, poor selfrated health is initially marginally associated with higher preference for family-based care (Model 1), but this relationship becomes nonsignificant after adjustment for covariates (Model 2). Believing that health limits your ability to perform paid work is associated with weaker preferences for family-based care and receiving informal personal care from a family member, neighbor, or friend is associated with stronger preference for family-based care in all models. Although the addition of covariates to the model does not improve model fit (Model 2), we retain these adjustments due to their conceptual importance.
At the nation level, national health care infrastructure variables are included in the model one at a time (Table 4 , Models 3-6). Nation-level measures reveal a consistent association between stronger health care infrastructure and lower preference for family-based care, but only longterm care measures are statistically significantly associated with care preferences. Specifically, higher long-term care expenditures and the presence of a universal long-term care system are statistically significantly associated with weaker preferences for family-based care and strong preferences for state-based care. Both long-term care measures yield small improvements in model fit compared with the individual-level only model with covariates (Model 2), but only long-term care expenditures (Model 5) improve model fit compared with Model 1, but this improvement is minor.
Additionally, we tested interaction effects between statistically significant individual-level health care need measures and nation-level health care infrastructure measures. These analyses yielded one statistically significant crosslevel interaction between receiving informal personal care and long-term care expenditures (Model 7). For ease of interpretation, we also present this interaction term graphically in Figure 3 . Although middle-aged and older adults in nations with higher long-term care expenditures are generally less likely to prefer family-based support in old age (and more likely to prefer state-based), those in nations with higher long-term care spending who did not receive informal personal care are even less likely to prefer family-based care. In other words, the difference in preference between those living in nations with low long-term care spending and high long-term care spending is less extreme for older adults who have received informal personal care from a family member, friend, or neighbor.
To test the robustness of our results, we ran a series of sensitivity tests and outlier analyses (results available on request) on our main effects models that included all four nation-level predictor variables at once, models including nation-level measures in pairs to examine their competing effects, models with additional individual-level and nation-level variables that may be related to preferences besides national health care infrastructure, and outlier analyses to examine models with and without nations that scored particularly high or low on our key predictor variables or the dependent variable. The results of these additional analyses reveal general robustness of our findings and additional detail on which nations or regions may be driving the associations observed. When all four nation-level measures of health care infrastructure were included and also tested in pairs, the results remained consistent with long-term care expenditures being the most consistent and powerful predictor among health care infrastructure measures. In addition, we tested national development (United Nations' Human Development Index, HDI) and national modernized culture (World Values Survey's modernized cultural values scales) as nation-level predictors. Although HDI and one of the modernized culture scales were statistically significantly associated with preferences in the expected direction (i.e., individuals residing in more developed, modern nations had weaker preferences for family-based care), these measures were not a better fit to these data compared with long-term care and lost significance when long-term care expenditure was added to the model. We also included a measure of a nation's disability burden by creating aggregate Level 2 measures of percent of individuals in each nation with one or more functional limitations and mean number of functional limitations in each nation based on the full SHARE sample (N = 33,082). Neither of these variables was statistically associated with preferences. At the individual level, we tested for social activities that may be linked to political engagement (e.g., did volunteer/charity work, took part in political/community-related organization), but these activities were not associated with care preferences. We further tested models that included individuals without chronic conditions and used the presence of chronic conditions as a predictor variable. The results were identical to the combined sample of those with and without chronic conditions. Therefore, our conclusions are not necessarily limited to those who have a chronic condition, yet we continue to focus on this subsample for conceptual reasons.
Finally, we examined models with main effects and interaction effects with and without outlier nations (e.g., Sweden, Denmark, the Netherlands, Belgium, Greece, Poland, and Czech Republic). All results remained consistent with or without these outliers with the exception of our cross-level interaction effect. When Sweden or Greece (nations with the highest and lowest long-term care expenditures, respectively) were removed from the sample, the cross-level interaction effect between receiving informal personal care and long-term care expenditures was no longer statistically significant. These results suggest that the small number of middle-aged and older adults who received informal personal care in Sweden and Greece are likely driving the associations presented in Figure 3 .
Discussion
This article explores the extent to which individual health care needs and national health care infrastructure shape middle-aged and older adults' preferences for family-based versus state-based support in a cross-national sample of 14 European nations. We find partial support for our first hypothesis that individuals with greater health care needs are less likely to prefer family-based care (H1), support for our second hypothesis that individuals in nations with strong national health care infrastructures are less likely to prefer family-based care (H2), and no support for our third hypothesis that individuals with greater health care needs who live in nations with strong national health care infrastructures are the least likely to prefer family-based care (H3). Subsequently, we discuss these results, review limitations of this study, and describe potential applications.
Financial Health Care Need Regardless of Infrastructure
The results of this analysis indicate that financial health care need, in the form of health limiting ability to perform paid work, appears to matter for middle-aged and older adults' preferences for family-based care. Having paid work limited by health restricts earning potential, which may be particularly critical for adults nearing retirement. Further, aging adults with accumulating health issues may be concerned about their family's capacity to provide financial support and the burden this will place on family relationships. Financial care concerns may lead individuals to prefer external support sources that allow both parents and children to maintain autonomy during long-term care (see Sperber et al., 2014) . Finally, although European middle-aged and older adults have access to different levels of national health care support, individuals with healthlimited employment are more likely to prefer state-based support regardless of the level of national infrastructural support available. This is consistent with previous research that finds relatively consistent support for state-based care in a variety of contexts (Blekesaune & Quadagno, 2003) .
However, despite the consistent association between health limiting paid work and care preferences, numerous nonsignificant associations in our results cast doubt on the theory that aging adults are motivated by self-interest when expressing preference. For example, self-rated health, physical limitations, paying out-of-pocket health care costs, and higher use of prescription medication had no association with care preference.
Specialized Health Care Infrastructure
Independent of individual health care needs, a strong, long-term health care infrastructure is associated with lower support for family-based care and higher support for state-based care. This is consistent with previous literature that notes a correlation between existing state policy and individuals' policy preference (Bettio & Plantega, 2004; Daatland & Herlofson, 2003) . Specifically, long-term care expenditures and the presence of a universal long-term care program are associated with lower preference for family-based support and higher preference for state-based support in Europe. Therefore, there may be something unique about the concept of care over the long term and policies addressing this need (Pinquart & Sörensen, 2002; Wielink et al., 1997) . As health needs become more chronic and taxing, middle-aged and older adults appear to desire support beyond (or in addition to) the family in the form of formal care and state-based funding for care. It is also likely that individuals with chronic disease living in nations that invested in a formal long-term care system are those that are already leaning toward statebased support as a favored option, and this preference is further reinforced once those policies are put in place. Finally, existing policy may drive preferences. Living in a nation with strong long-term care systems may shape an individual's opinion favorably toward state-based responsibility. Considering Europe's historical and current investment in developing strong welfare states, both processes may be at work jointly. Informal Personal Care-Health Care Need or Choice?
Middle-aged and older adults who received personal care from a family member, friend, or neighbor are more likely to support family-based care (and less likely to support state-based care), but this association holds primarily for nations with greater spending on long-term care. We conceptualized receipt of personal care from an informal source as a marker of health care need, as these individuals are utilizing help from sources nearby to address physical limitations. From this perspective, it may be that individuals in nations with a strong long-term care program who additionally utilize informal sources of care (i.e., family, friends, and neighbors) may be dissatisfied with formal options available through their national infrastructure and subsequently express desire for family-based care. On the other hand, and perhaps more likely, the association we observe with receipt of informal personal care may indicate sample selection for informal care, where individuals in nations with strong long-term care programs who also prefer family-based care will specifically seek out informal personal care options while their peers rely more extensively on state-based supports. In this scenario, preferences may drive choice of health care option.
Research Limitations and Implications
Although this article examines a focused set of care preference predictors and covariates, there exist a number of limitations that deserve further attention in future work.
First, although we attempt to address issues of endogeneity and sample selection in our sensitivity analyses, we cannot eliminate these concerns and, therefore, must be conservative in our conclusions about the patterns observed. For example, care preferences are likely to be at least partially shaped by preexisting care regimes in each nation. Longitudinal data on care preferences will likely be available over time through SHARE, which will allow a more thorough testing of the potential causal processes at work in shaping preferences in these contexts and allow researchers to observe changes in care preferences over time (Berger & Majerovitz, 1998; Reamy, Kim, Zarit, & Whitlatch, 2013) . In addition, our individual-level measures suggest that receiving informal personal care, having family nearby, and being religiously active are all associated with stronger support for familybased care, net of health care needs and national health care infrastructure. Although we attempted to control for cultural differences across nations, these patterns indicate potential sample selection of more family-based traditional cultural choices that rely primarily on support provided by female family members. This traditional family model of relying on family nearby for care and being more religious is more prevalent in Southern and Eastern Europe. Although an extensive analysis of cultural factors is beyond the scope of the present article, this should be pursued in depth in future studies that examine these influences net of financial health care needs and long-term care health care infrastructure, specifically.
Second, although our measure of family-based versus state-based care allow respondents to choose "both" as the neutral option, this survey question does not examine the ways these two forms of care may complement one another or occur serially, nor does it allow for the choice of "neither" form of support or "private" support. Further, a range of nonfamily and nonstate options for care exist, including increasing global reliance on private retirement savings that will be used to hire companies that contract care to health professionals. Future cross-national surveys assessing care preferences would benefit from more specific survey items that ask about a range of responsibilities related to familybased, state-based, and private old age care.
Third, our findings are limited in terms of geography, available measures, and sample size. Our sample focused on only 14 European nations and we chose to analyze the significantly smaller subsample of individuals who answered "drop-off" questions at Wave 2 only. Therefore, our interaction effect between receipt of informal personal care and long-term care spending applies to a small number of people within a few European nations and may be an artifact in these data. Further, the available measures were not designed to study the process through which care preferences develop or how this process is shaped by nation-specific policy contexts. Because care preferences are likely shaped by cultural, gendered, institutional, and personality-driven contexts locally and cross-nationally (Ha & Pai, 2012; Mair, Liu, & Chen, 2014; Peek, Coward, Lee, & Zsembik, 1997) , future studies should explore these mechanisms in cross-national samples within and beyond Europe.
Conclusion
Considering evolving national health care infrastructures, changing family support options, and the importance of care preferences to aging populations' health, public health researchers and policymakers should continue to investigate contextual factors to illuminate new pathways toward healthy aging. The results of this article, along with future efforts to investigate predictors of and variation in aging populations' care preferences, may facilitate the promotion of policies that align with contextualized preferences for long-term care. Such policies may promote well-being by providing financial support to family caregivers, particularly women, or by enhancing state-based funding to create high-quality long-term care programs.
